A 22-year-old man was hospitalized with anterior thoracic wall pain that occurred after he became caught between two automobiles during work. His vital signs were good at the time of hospitalization, and there were no specific physical findings on either arm except for impaired movement. A simple thoracic radiograph showed no signs of thoracic wall or clavicle fracture but confirmed a dislocation of the manubrioclavicular junction ([Fig. 1](#f1-kjtcv-49-221){ref-type="fig"}). No organ injury was observed on a three-dimensional chest computed tomography scan, but a hematoma near the sternoclavicular joint (SCJ) and posterior dislocation of the manubrium were noted ([Fig. 1](#f1-kjtcv-49-221){ref-type="fig"}). The patient chose surgical treatment because he had persistent severe pain in his arms and was unable to elevate them completely. Surgery was performed in a supine position. After exposing the sternum with a midline vertical incision from the sternal notch to a point 2 cm inferior to the Louis angle, an SCJ manual reduction was performed; while hyperextension of the Louis angle was maintained, T-plate fixation of the manubrium and sternal body was performed and the operation was completed ([Fig. 2](#f2-kjtcv-49-221){ref-type="fig"}). After surgery, at the time of discharge, the patient was advised to use slings on both arms to maintain SCJ stabilization. Outpatient examination 6 months after the surgery revealed that the patient was pain free and showed normal bilateral movement of the arms ([Fig. 3](#f3-kjtcv-49-221){ref-type="fig"}).

SCJ dislocation is rare, accounting for less than 1% of all dislocations, and the majority of cases reportedly occur due to traffic accidents \[[@b1-kjtcv-49-221]\]. They can be divided into anterior and posterior dislocations, the latter of which is much rarer, and can be accompanied by fatal structural injury \[[@b1-kjtcv-49-221],[@b2-kjtcv-49-221]\]. Anterior dislocation is usually treated conservatively; however, surgical treatment can be considered for recurrent or severe dislocations \[[@b1-kjtcv-49-221]--[@b3-kjtcv-49-221]\]. Surgical treatment usually involves joint reduction using an autologous tendon graft and stable fixation \[[@b1-kjtcv-49-221]--[@b3-kjtcv-49-221]\], but it is also possible to secure unstable joint fixation using other suture materials \[[@b4-kjtcv-49-221]\].

SCJ stabilization using an autologous tendon is a larger-scale surgical procedure that requires extended operative time, and obtaining the tendon graft carries a risk of injury to other organs. Moreover, during surgery, there is a high risk of injury to the large vessels that run close to the SCJ \[[@b5-kjtcv-49-221]\].

The present surgical method reduces the risk of large vessel or organ injury during graft tissue harvesting and decreases the surgical time. However, our study findings are limited because this was the first time that we attempted the procedure, and no long-term follow-up was performed nor were comparisons with other surgical or conservative treatments made.
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![Dislocated sternoclavicular joint on lateral view. (A) Angle of Louis 160′ and (B) reconstruction view on computed tomography.](kjtcv-49-221f1){#f1-kjtcv-49-221}

![(A) Dislocation of SCJ and clavicle head (\*) at intraoperation. (B) Reduction SCJ & fixation of Louis angle with T-plate. SCJ, sternoclavicular joint.](kjtcv-49-221f2){#f2-kjtcv-49-221}

![Lateral view of postoperation (angle of Louis 170′).](kjtcv-49-221f3){#f3-kjtcv-49-221}
